tioner to be informed of these attendances, it would also be useful for the accident and emergency department to know more about the patients and perhaps even have details of previous consultations with their doctors. Communication between general practitioners and hospital accident units can be only in the best interests of patients. With advances in information technology there is good reason to believe that this will happen soon.4 GENERAL PRACTICE We have identified failures in consultation in general practice and have shown that their distribution among general practitioners is not equal. We have also shown, within this group, an important amount of unreferred illness. Not every attendance or even admission necessarily reflected an error by the general practitioners (table VI) , but if furnished with information about their patients' attendances to the department individual practitioners would be able to review their performances in consultations. In particular,. they would be able (a) to review the consultation to identify the cause of any breakdown in communication, (b) to identify patients who might have unreasonable expectations, and (c) if patients were admitted, particularly for some serious reason, to review their clinical decision and criteria for referral.
Underreferral clearly exists and should be minimised in the best interests of patients. Information on underreferral, if supplied to general practitioners, could be a more useful indicator of failure to refer than is a low referral rate. The government's intention is to use referral rates as a means of identifying doctors who underrefer and overrefer6 (though referral rates are difficult to calculate and even more difficult to interpret).67 General practitioners with high referral rates will be asked to refer less and, presumably, those with low rates to refer more. We may, however, expect more emphasis on referring less for economic reasons.
The problem with this approach is that there is an important distinction between underreferral and a low referral rate. Underreferral implies a possible error of management whereas there may be many good reasons for a low referral rate. A doctor with a low referral rate is not necessarily one who underrefers.
We suggest that it may be more useful for general practitioners to be informed of specific cases of possible underreferral than simply to be told that they have a low referral rate. At least in this way doctors with good reasons for having low referral rates will not be targeted unnecessarily by the authorities and those who may have average referral rates but whose patients are frequently admitted to hospital or referred on by the accident unit will be made aware of the fact and have some specific pointers from their own experience to help them prevent it. The data might be collected by computerised accident and emergency systems programmed to record this type of self referral. If this information was provided to general practitioners the number of referrals to consultants would probably increase.
This study has shown considerable unreferred illness. Any changes in practice arising from our recommendations would have economic and ethical repercussions, which would have to be resolved. Coverslips were immersed in disinfectant for 30 seconds and one, two, four, and 10 minutes, with an additional time point of 20 minutes for cell free virus in industrial methylated spirit. All measurements were performed in triplicate. Disinfectant was eluted by sequential immersion of the coverslips in two flasks of buffered saline (10 ml). Cell free virus was removed from the coverslips by ultrasonication for one minute in RPMI culture medium (1 ml); cell associated inocula were not sonicated. Residual material fixed by glutaraldehyde was gently loosened from the coverslip with the tip of a pipette. Coverslips and medium were then incubated with 300 000 C8 166 cells in RPMI culture medium at 37°C in 5% carbon dioxide for 21 days. Cultures were examined for the formation of syncytia and culture fluid harvested for the assay of HIV antigens (Abbott Diagnostic Products, Delkenheim, West Germany) roughly every seven days. Culture fluid from all cultures yielding positive results was passaged into fresh cultures of C8166 T lymphocytes to assess the residual infectivity.
To determine whether the fixative effect of glutaraldehyde impairs its virucidal activity in the presence of Crganic matter 100 tl fetal calf serum was dried over an inoculum of cell free virus. Triplicate samples were immersed in glutaraldehyde for up to 15 minutes and assayed for residual viral infectivity as described above.
CONTROLS
Triplicate samples were treated in the same way but with buffered saline substituted for disinfectant. The infectivity titre of cell free control samples was determined as previously described; infectivity of cell associated control samples was assessed by using the antigen capture assay but without titration in tissue culture.
To exclude disinfectant activity in the recovery medium as a result of carryover on the coverslips recovery medium was inoculated in triplicate with the virus suspension (100 rd). Viral 
